Vitamin D and parathyroid hormone (ptH) regulate mineral metabolism and are required to maintain calcium levels. Vitamin D deficiency is common, particularly during pregnancy, and has been associated with hypertensive disorders of pregnancy. We sought to determine whether maternal 25(OH)D, PTH and calcium concentrations at 26 weeks gestation are associated with adverse outcomes of pregnancy and establish whether these differ by ethnicity. This study included 476 White British and 534 Pakistani origin mother-offspring pairs from the Born in Bradford cohort study. We used multinomial or logistic regression to explore the association between vitamin D, ptH and calcium with gestational hypertension (GH), pre-eclampsia (PE), caesarean section (CS), preterm birth (PTB) and small for gestational age (SGA). Pakistani women had lower 25(OH)D (median 13.0 vs 36.0 nmol/L), higher PTH (median 7.7 vs 3.3 pmol/L) and similar calcium concentrations compared to White British women. In Pakistani women, higher concentrations of 25(OH)D were associated with a 60% increased odds of GH, and a 37% reduced odds of SGA; PTH was associated with a 45% reduction in the odds of GH. In White British women, each 1 SD increase in calcium concentration was associated with a 34% increase in developing GH but a 33% reduction in the odds of PTB. Associations with PE and CS were consistent with the null. In conclusion, there are ethnic differences in the associations of 25(OH)D, PTH and calcium with important perinatal outcomes. Future research would benefit from examining the associations of 25(OH)D, PTH and calcium together with a range of perinatal outcomes in order to assess the riskbenefit action of each.
Scientific RepoRts | (2019) 9:1205 | https://doi.org/10.1038/s41598-018-37600-9 birth 10-14 , small for gestational age (SGA) infants [14] [15] [16] [17] [18] [19] [20] [21] and caesarean birth [22] [23] [24] . Together with parathyroid hormone (PTH), vitamin D is required for the regulation of calcium 25 ; however, despite their close interactions, the association between them and adverse perinatal outcomes is still not fully understood. Although calcium supplementation during pregnancy seems to reduce the risk of high blood pressure, pre-eclampsia and preterm birth 26 , the effects of vitamin D supplementation are less clear. A recent systematic review found evidence of an increase in mean birth weight and a reduced risk of SGA in women receiving vitamin D supplementation; however, no associations with other maternal and neonatal outcomes were observed and consequently the evidence was deemed insufficient to guide practice 16 . To our knowledge no studies have examined the combined associations between vitamin D, PTH and calcium levels with hypertensive disorders of pregnancy (HDP) and associated adverse perinatal outcomes or explored whether any of these associations differ between ethnic groups. Given the known ethnic differences in distributions of pregnancy circulating 25(OH)D 27, 28 , which is a biomarker for vitamin D status, it is important to establish whether ethnicity influcences associations of 25(OH)D, PTH and calcium with perinatal outcomes. This information could help determine whether thresholds for defining categories of vitamin D deficiency should differ by ethnicity.
The aims of this study are therefore to (a) determine whether maternal circulating 25(OH)D, PTH and calcium concentrations are associated with gestational hypertension and pre-eclampsia and associated adverse perinatal outcomes (caesarean section, preterm birth and small for gestational age) in White British and Pakistani women, and (b) establish whether the magnitude or direction of associations between 25(OH)D, PTH and calcium with these outcomes differ between White British and Pakistani women.
Methods
Born in Bradford (BiB) is a longitudinal multi-ethnic cohort study that was established to examine how genetic, nutrition, environmental, behavioural and social factors impact on health and development during childhood, and subsequently adult life 29 . Bradford, located at 53.8°N, is the 6 th largest city in the UK, is ethnically diverse, and has high levels of socio-economic deprivation. Women were recruited to BiB at approximately 26 weeks gestation when they attended for oral glucose tolerance testing (OGTT), performed as part of a universal screening programme for gestational diabetes. At recruitment, participants gave informed consent, height and weight were measured and an interview-administered baseline questionnaire completed. A total of 12,450 mothers were recruited across 13 30 . Women were excluded from the present analyses if 25(OH)D, PTH and calcium levels were not measured (n = 26), perinatal outcomes were not reported (n = 18) and the baseline questionnaire was not completed (n = 155). Women who had a stillbirth (n = 10), a multiple birth (n = 20) or where the type of birth (singleton or multiple) was unknown (n = 19), or who were from an ethnic background other than White British or Pakistani (n = 240) were also excluded. The final sample size was 1010 (476 White British and 534 Pakistani; see Fig. 1 ). outcome measures. We assessed associations of maternal circulating 25(OH) D, PTH and calcium (measured at 26-28 weeks gestation) with: (1) HDP: gestational hypertension (defined as new onset elevated blood pressure after 20 weeks gestation where SPB ≥140 and/or DBP ≥90 on two or more occasions), and pre-eclampsia (defined as gestational hypertension with concurrent significant proteinurea ≥1+); (2) caesarean section; (3) preterm birth (defined as gestational age at birth <37 weeks); and (4) small for gestational age (SGA), based on the 2011 UK-WHO charts 31 . Mode of birth (vaginal or caesarean section), birthweight and gestational age were extracted from the hospital's electronic maternity record system. Blood pressure measurements and levels of proteinurea during pregnancy were extracted from the maternity notes. students aged 16-18 in England, Wales and Northern Ireland, and are the main school leaving qualifications in these countries) and in receipt of means-tested benefits (which aim to give extra support to individuals who can demonstrate that their income and capital are below a certain level) as proxy measures for socio-economic position, smoking during pregnancy, vitamin D supplementation (at least once a week) and physical activity (estimated using the General Practice Physical Activity Questionnaire (GPPAQ) 32 ) were obtained from the baseline questionnaire. Early pregnancy BMI was derived from maternal height and weight measured at pregnancy booking (~12 weeks gestation). Sunshine exposure was estimated in the three months before the samples were taken using data from the Bradford station of the UK meteorological office 33, 34 . statistical analysis. The distribution of outcomes and risk factors for both ethnic groups are presented as frequency (percentage), mean (SD) or median (IQR). Associations of 25(OH)D, PTH and calcium with gestational hypertension, pre-eclampsia and associated adverse outcomes were assessed using multinomial or logistic regression with the exposure as a continuous variable. Two models were considered for each outcome: model 1 was unadjusted, and model 2 was adjusted for the confounders described above. The physical activity questionnaire has four categories: inactive, moderately inactive, moderately active and active; however, due to low numbers in the 'active' category, this was merged with 'moderately active' for the analysis. Associations between the exposures and outcomes are presented as odds ratios per 1 standard deviation (SD) increase. The analysis was done for all women, and for White British and Pakistani women separately and tested for any differences in associations between the ethnic groups (i.e. tested for an interaction between ethnicity and exposure). All analyses were performed using STATA/SE software (Stata/SE 13.1 for Windows, StataCorp LP, College Station, TX, USA). 
Results
Overall and ethnic differences in maternal exposures with gestational hypertension, pre-eclampsia and associated adverse perinatal outcomes. Table 1 shows the distribution of outcomes, exposures and maternal characteristics. Compared to White British women, Pakistani women were slightly older (27.6 vs 26.4 years), had a lower BMI (25.2 vs 27.0 kg/m 2 ), were less likely to smoke during pregnancy (3.8% vs 34.2%), were more likely to be in receipt of means-tested benefits (47.2 vs 37.0%) and reported lower physical activity levels (93.3% vs 76.0% inactive or moderately inactive). On average, Pakistani women had lower median levels of 25(OH)D (13.0 vs 36.0 nmol/mL 2 ) and higher levels of PTH (7.9 vs 3.3 pmol/L 2 ) than White British women; both groups had similar distributions of calcium (see Fig. 2) . A greater proportion of White British women developed gestational hypertension (12.0% vs 5.4%) and pre-eclampsia (3.4% vs 1.7%), and had a caesarean (22.5% vs 19.9%) or preterm birth (6.5% vs 4.5%) compared to Pakistani women. Conversely, delivery of a small for gestational age baby was more common in Pakistani women (19.9% vs 8.6%). Table 2 , and Figs 3 and 4, with the unadjusted (Model 1) results in the supplementary material. In the adjusted analyses, higher concentrations of 25(OH)D in Pakistani women were associated with a 60% increased odds of developing gestational hypertension, whereas higher PTH levels were associated with a 45% relative reduction, and there was evidence of a statistical interaction between the ethnic groups (p < 0.01 and p = 0.10 respectively). 25(OH)D was also associated with a reduced odds of SGA and higher calcium concentrations were associated with gestational hypertension but a reduced odds of preterm birth in White British but not Pakistani women; however, there was no strong statistical support for any ethnic differences, with p-values for interaction with ethnicity being ≥1.0. Associations with caesarean delivery were broadly consistent with the null.
Discussion
Main findings. We found that at 26 weeks gestation, White British women had markedly higher levels of 25(OH)D levels, lower PTH and similar calcium levels compared to Pakistani women. We found evidence for ethnic differences in associations between maternal 25(OH)D and PTH with gestational hypertension. Where point estimates differed between the two groups, the directions of these with respect to clinical outcomes were inconsistent. For example, our results suggest higher average 25(OH)D could be detrimental to Pakistani women by increasing their risk of gestational hypertension but beneficial in reducing their risk of SGA. Higher calcium concentrations were associated with an increased risk of gestational hypertension but reduced the risk of preterm birth in White British women.
strengths and limitations. The strengths of our study include its prospective bi-ethnic cohort design, direct measurement of 25(OH)D, PTH and calcium levels and detailed information on a number of potential confounders. Limitations are that due to overall small numbers, and hence relatively few cases for the outcomes examined, we have limited statistical power, especially when considering ethnic differences, however our study is able to show potential areas where investigation should be directed. Related to the relatively small sample sizes we were unable to explore possible non-linear associations of 25(OH)D, PTH and calcium with our outcomes. It is known that concentrations of 25(OH)D fluctuate over time; however we were only able to assess it once, at around 26 weeks gestation. It would have been desirable to have also had data at earlier and later time-points in order to evaluate change over time, as it is possible that concentrations at different stages of fetal development or that change during pregnancy is important in the development of adverse perinatal outcomes. Due to a lack of diet-related data, we were not able to adjust for this in our analyses. However, we have directly measured total plasma 25(OH)D concentration, and have accounted for sunshine exposure and vitamin D supplementation in the analyses. As few foods are naturally rich in vitamin D, it is unlikely that including diet in our analyses would have had an impact. Our results are from White British and Pakistani origin women resident in the UK and may therefore not be generalisable to other White or South Asian ethnic groups. However, in stratifying our analyses by ethnic group we were able to observe the effect of the exposures on outcomes in the majority ethnic group in the UK (White British) and in Pakistani-origin women, who account for a significant proportion of the population in a number of UK towns and cities.
Interpretation. There is growing evidence that low levels of 25(OH)D can adversely affect cardiometabolic health in adults including associations with both hypertension and insulin resistance 35, 36 . In pregnancy, there is evidence to suggest an association between 25(OH)D and the pathophysiology of pre-eclampsia 8 . One recent study reported similar 25-hydroxyvitamin D3 levels in normotensive pregnant women and women with pre-eclampsia, but higher levels of vitamin D metabolites and impaired placental uptake of 25-hydroxyvitamin D3 in women with pre-eclampsia 37 , suggesting vitamin D metabolism may influence physiological processes in a number of ways.
Pre-eclampsia is associated with increased maternal and infant mortality and morbidity therefore interventions to ameliorate these risks urgently required. Vitamin D supplementation to improve outcomes including reducing the risk of pre-eclampsia continues to attract investigation. A recent systematic review included 43 trials and identified a further 35 registered trials, unfortunately only eight of the 43 included trials were considered at low risk of bias 16 . Conflicting with data from previous observational studies showing an inverse relationship with vitamin D levels and pre-eclampsia, we demonstrated a positive association and the review of Vitamin D supplementation found no evidence of an effect on risk of pre-eclampsia or gestational hypertension. Reasons for inconsistencies between trials and observational studies investigating associations are unclear, but may include: the possibility that there are different effects associated with naturally occurring vitamin D synthesised from sunlight compared to vitamin D taken as a supplement; different effects from natural or artificial vitamin D metabolites; heterogeneity of included trials in the review and variation in the definition of pre-eclampsia across trials or effects from variables not measured in observational studies. Our study and the findings of two other reviews share similarities in that we found higher concentrations of 25(OH)D reduced the risk of SGA 16, 17 and an increase in mean birth weight 16 with supplementation. Low vitamin D may lead to low calcium levels which may in turn lead to increased vasoconstriction and hypertension by stimulating PTH or renin release, and calcium has previously been shown to be inversely related to pre-eclampsia 38 . Strong evidence from high quality trials suggests a beneficial effect on high blood pressure and pre-eclampsia from calcium supplementation (at least 1 g/day) in pregnancy, but an increase in the risk of HELLP (haemolysis, elevated liver enzymes and low platelets) syndrome; the authors suggest this latter inconsistent finding may result from the control of blood pressure without treatment of the underlying pre-eclamptic process 26 . Conversely we found a positive association between calcium and gestational hypertension, which may be a result of small numbers and consequently few events but may also be due to the relatively small change in each SD of calcium in unsupplemented women in our study compared to the large differences in calcium levels from supplementation.
Conclusion
Our findings indicate ethnic differences exist in the associations between 25(OH)D, PTH and calcium with HDP and associated adverse perinatal outcomes, and that the directions of these associations were inconsistent with respect to clinical importance. The potential combination for benefit and harm for different outcomes highlights the importance of examining several related exposure and outcomes in one study.
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